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Name of facility 

ACCOUNT 

1 .  Land 
2. Land Improvements 
3. Buildings 

appendix A 

Enacted 

ANALYSIS OF PROPERTY, PLANT, AND EQUIPMENT 

M e d i d  provider number reporting period

I I I I I I I  From: Through: 

Date Cost at Additions Cost at Accumulated Net Book Value depreciation 
acquired Beginning d or end of depreciation End d This 

Period Redudions Period Endof period period period 

( 1 )  (2) (3) (4) (6) n 

I 
4. Leasehold Improvements I 

5. 	 Equipment 
I I I II 

J 

Has there been any change in theoriginalhistorical cost of capital assets? 0 Yes 0No If yes. submit completedetail. 
Completefor renovationsinuse during cost report year reimbursableunder Ohio administrative Code Rule 51013-3-22. 

1981 

1982 
1983 

. 1989 
1 9 9 0  1 

I 

1992 I I I I I I I 
TOTAL' 1 

I I 
Totals of columns 2,4, and 5 transfer toSchedule E. 

"Transfer TOTAL of column 9 to the appropriate year on Schedule D, column 3, from line 11 through line 22. 

1988 I I 

TNS # & ~  APPROVAL DATE=^ 

SUPERSEDES 

TNS #qL-& effectivedateL--t+k-




Period  
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page 32 0 1  4 4  b a a e d  Schedule E 

BALANCE SHEET 

Name 0 1  facility 

i ASSETS AND liabilities 

1 CURRENT ASSETS 

9. inventory 

10. Prepaid expenses 
11. short-term Investments 
12. special Investments 

113. I Total current (sum of lines 1 through12 

26. I accounts payable 
27.I cost settlements 

34. 	 Total Current liabilities (rum of lines 26 through 33) 
LONG-TERM liabilities 

35. long-term Deb( 

37. non-interest Bearing Loans from Ownen 
38. D e f e r r e d  liabilities 
39. 	 Total Long-Tern liabilities(sum of lines 35 through 38) 

-.. Total liabilities(sum of lines 34 and 391 

Mediad providerNumber 	 Reponing period 
From: Through: 

BALANCE PER BOOKS 1 
Beginning of End of Period 

1090 
1100 
1110 
1120 

I I ~ 7 1 

I 2010 I 1 
I 2020 I 

2430 

2450 

# @-HAPPROVAL D A T E S  
SUPERSEDES 
TNS #H EFFECTIVE date 'z -'?,Z 
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RETURN ON EQUITY CAPITAL OF PROPRIETARY PROVIDERS 

Name of facility Medicad provider Number 	 reporting period 

From: Through: 

BALANCE PER BOOKS 

r e i m b u r s a b l e  EQUITY beginning of period End of period 

(1) (a 
CURRENT ASSETS 

1. capital - net worth 

TNS #&?q APPROVAL date 

SUPERSEDES 

TNS #.e!
effective2'- ,!+L 



&me 0 1  facility medicaid Pro- Number 	 Reporting Per& 

From: Through: 

~~ ~ 

1 2 3' 4 5"-24. Return on Equity I X .OS53125 f 
(Ref.sch line 27) 

INSTRUCTIONS FOR completingLINE NU-

Column #l Enter amount from Schedule E-1 line 23 column 8. 

Column #2 Enter number of monthsin reporting period. 

Column #4 Enter allowable property ownership days fromSchedule A line 6.2. 

Column #5 Enter result of the previous calculationsor $1.OO whichever is less. 

INS # APPROVAL date 
SUPERSEDES 

_-TNS #@-e EFFECTIVE D A T E z  '9 



schedules  

cost  

enacted ODHS 2524 (Rev 10R22) Peg. 20 
certification 
Schedule F 

CERTIFICATION BY OFFICER O F  FACILITY 

In accordance with the Medicaid Agency Fraud Detection and investigation Programrule 42 CFR 455.18,all cost reports submitted to 
OCHS will be certified as follows: 

Misrepresentation or falsificationof any information contained in this cost report 
may be punished by fineand/or Imprisonment under state or federal law. 

I hereby certify thati have read the above statement and that ihave examined the accompanyingcost report and supporting 

andattachments prepared for ( m e  of provider) ,number 

for the period beginning and ending and that to the best of myreport 

knowledge andbelief It is 8 true, conact,and complete statement prepared from the books and recordsof the provider(s) 

in accordance with applicable Instructions,except as noted. 

1 
I I  


1 

Address 

,/ 

telephonenumberforpersonpreparingcostreport telephonenumberforthefacilitysubmittingcostreport 

locationofrecordsorprobableauditsiteaddress telephonenumber (or &d contact Penon 

NOTARIZED 

Subscribedandduly sworn before me according to law. by the abovenamed officer 01administrator this dayof 

19- at of , county state , and of 

lagnature of Notary I 

SUPERSEDES 





appendix A 
Enacted 

Name 0 1  facility 

description 

1. Meals - Revenue 

2 discount Rebates andrefunds 

3. 	 Vending Machines 

A le- and Telegraph 
,-, 

5. Beauty and barber 

6. Gin Shop 

7. rentalspace 

q. 	 rental-equipment 

rental-other 

10. interest - working capital 

11. Milaneom income specify 

17. 

18. 

19. 

20. 


21. 

--I 

ADJUSTMENT TO TRIAL BALANCE 

I I I I I I I  From: Through: 

chart of saw Other Total Expenses Revenue 
Account Increase increase increase Reference reference 

(Decrease) (Decrease) ( h e - )  schedule Line Attachment 1 
tine 

(1) (2) (3) (4) ( 5 )  (6) 
5320 0.8 19 

u4O.u50 21.22 

5730 33 

5310 c. c :a 

5710 31 

5720 32 

5240 34 

5750 0.7 35 

5760 36 

m oacn1-m 31 

M a a d  provider Number reporting period 

c. 17 

24. TOTAL T 

SUPERSEDES 



Please attach one copy of the following: 

1. Trial balanceas of December 31,1992. (one copy with each cost report) 

2 completeand detailed depreciation schedules. (OW COPY only)
(seeinstructionsnumber 22) 

3. 	Home Off ice  allocation and trial balances pursuantto HCFA-15 Chapter 21 ~ 

Section 2150 through section 2153. 

4. Any other document which you f e e l  necessary to explain your cost 

TNS # f d K wAPPROVAL date 
SUPERSEDES 

TNS # 4L EFFECTIVE DATE - ' Y L  
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enacted 

COST ALLOCATION - statistical BASIS 

Name 01 F facilitu Mediad provider Number 	 reporting period 

From: Through: 
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enacted 

MEDICAID COST REPORT SUPPLEMENT 
Cost allocation - General Service Cost 

Name of facility M e d a d  provider Number reporting Permi 
From: Through: 1 

I 

t t 

t I 


